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SOME FACTS REGARDING CANCER.* 
Harry C. SALtzsTEIn, M.D., 
Detroit, Micu. 

The role of chronic irritation as a factor in the 
causation of cancer is becoming more important, and 
some of the evidence gradually being accumulated is 
interesting and curious. 

The kangri basket of the Kashmir natives of Thi- 
bet is a rather famous chronic irritant. During the 
long winters, they carry a basket of warm char- 
coals in front of the abdomen, or place it between the 
thighs and knees. Fifty per cent. of carcinoma in 
these people is cancer of the skin of the abdomen 
and thighs. The betel-nut chewers of India likewise 
have an inordinate incidence of carcinoma of the 
mouth. They chew the nut constantly, often sleep- 
ing with it in their cheek. In China, the men eat first, 
and the women always eat later, when the food is 
cold. Carcinoma of the esophagus and mouth is 
common among men in China, but not nearly so com- 
mon among women. Natives who do not cook their 
food have far less incidence of cancer of the upper 
alimentary tract than civilized communities have. 
W. J. Mayo has often commented on the heat of in- 
gested foods as a cause of upper ailmentary cancer!. 
Hot porridge is generally ingested at 163°, rice at 
168°, and hot liquids in general range from 120° to 
170°. 

Lip cancer developing so frequently in those who 
smoke a short pipe, and cancer of the stomach fol- 
lowing gastric ulcer, are common instances of cancer 
developing upon a bed of long continued irritation. 


Bertillon? once divided France into two squares, 
one centering about Paris, the zone of greatest alcohol 
and meat consumption, and the other bordering on the 
Mediterranean, where these habits are much less in 
evidence. The upper square had two to four times 
the cancer incidence of the lower, and the increase 
was chiefly in cancer of the stomach and rectum. 


Imperfect combustion of coal probably is a can- 
cer irritant of some sort, for while coal miners have 
a low mortality, workers in gas works and coal heav- 
ers about boilers and engines have a relatively high 


*Read before the Maimonides Medical Society, Detroit, 
October, 1920. Portions of this paper appeared sa an edi- 
torial in Modern Medicine, October, 1920. 
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one, and English chimney sweeps had a cancer mor- 
tality five times that of normal}, 

This last was due chiefly to cancer of the scrotum, 
attributable to the direct irritant action of the soot in 
caking up between the folds of the scrotal integu- 
ment, for on the continent, where clothing precau- 
tions were taken, there was no such increase. 

The rabbit is an animal normally very resistant to 
cancer. A Japanese pathologist has recently develop- 
ed carcinoma in the ear of the rabbit by repeatedly 
painting the ear with coal tar. 

Workers in coal tar and aniline industries are 
known to be frequently affected with keratoses, 
warts, and papilloma of the bladder, all of which 
often become malignant. 

Dermatologists “see cancer in all sorts of pro- 
cesses of long-standing irritation,” to quote Pusey, 
and they, as a group, recognized the origin of cancer 
from an irritated focus long before surgeons or the 
profession generally did. 

Cancer of the skin follows lupus erythematosis, 
lupus vulgaris, psoriasis, or develops in those whose 
skins have been exposed to light or heat over long 
periods of time. Malignant degeneration of the skin 
of the face is common, while on the extremities, ex- 
cept the dorsum of the hands, which are uncovered, 
it is the rarest of occurrences. . 

It is known that long continued ingestion of arsenic 
causes keratoses to appear on the hands, face, and 
feet, and these occasionally undergo malignant de- 
generation. Arsenic is a protoplasmic irritant. When 
it enters the horn cell it sensitizes it to light, so that 
an abnormal growth may take place after what would 
be an average sun exposure to a normal cell®. 


Cancer never develops upon normal skin.6 On the 
face or exposed portions, malignant degeneration 
follows nevi, keratoses, pigmented moles, etc. These 
rarely form cancers on the body or extremities. On 
these regions there must be a previous lesion of the 
skin of an inflammatory nature, and the important 
thing is that the inflammation has been chronic, over 
a period of months or years. 

There has been no adequate explanation of the 
relative rarity of cancer of the skin of the body and 
extremities, as compared to cancer of the face. A 
reason may be that the continued sunlight irritation 
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is sufficient to metamorphose an abnormal cell rest, 
such as a pigmented mole, if it be on the face, but if 
it be on the body, this long standing irritation being 
lacking, the mole never changes. 

In this connection Udo Wile’ has observed that he 
sees much more cancer of the skin in Ann Arbor, 
where the clinic draws chiefly from country districts 
than he did in New York, where the clinics draw 
from crowded tenements. In New York, there were 
but 2 cases of cancer of the skin in over 6,000 
patients. In Ann Arbor, in a clinic one-sixth as 
large, there were 48 cases of carcinoma of the skin 
in the first year, and these were chiefly in farmers. 
Though cancer is rare in the extremities, as before 
stated, it follows chronic ulcers, sinuses, old gunshot 
wounds, sinuses of chronic osteomyelitis, scars of 
burns, chronic eczema, syphilitic ulcers, etc. All of 
these processes, if very slow in healing (months or 
years) are apt later to become the seat of malignant 
epithelial degeneration. Often these may be very 
rapidly growing.® 

Is CANCER INCREASING? 

Whether cancer is really increasing, or the appar- 
ent increase everywhere reported is due to improved 
diagnosis, difference in longevity, and improved reg- 
istration is still an open question. Certain it is that 
every statistical survey reports an increased cancer 
mortality. From sixty-three deaths per hundred 
thousand population in 1900, to eighty-one deaths 
in 1915, or an increase of nearly thirty per cent, are 
the figures from the United States Registration Area 
statistics. These statistics cover roughly seventy- 
five per cent. of the population. During this same 
time the death rate from tuberculosis fell from 202 
to 145 per 100,0007, 

In New York City, the general death rate for 1919 
fell 23% over that for 1918, but the recorded cancer 
’ deaths have increased 4%. Throughout the world, 
there are similar steady increases. Thus, from 1896 
to 1910, while the United States cancer mortality in- 
creased eighteen per hundred thousand population, 
Ireland increased thirty per hundred thousand, Den- 
mark eighteen, Germany thirteen, and Austria ten’. 

But, to what extent can this apparent increase be 
ascribed to the increased longevity of the present day, 
and to the varying degrees of accuracy in diagnosis? 
Since the Civil War, fifteen years have been added 
to our normal expectation of life. German vital 
Statistics estimate a difference of twenty-five years 
in the length of the life of the Prussian of 1860 and 
of today. Dogs and cats, the only animals who in 
nature are allowed to live out their normal life ex- 
pectancy in any great numbers, have a high frequency 


of cancers,!° even higher than that of man. Certain- 
ly all mortality statistics have to be corrected for the 
proportion of inhabitants reaching cancer age before 
inferences can be drawn. 

How can increased incidence due to better diag- 
nosis be measured? It is rather difficult, but there 
are certain pertinent facts. Carcinoma in some 
regions of the body is much more accessible to phys- 
ical diagnosis than in others. If recognition being 
steadily increasing were responsible for the present 
day high mortality figures, the curves of the access- 
ible organs might remain flat, while the curves of the 
inaccessible ones would steadily mount. 

King and Newsolme, in 1893, first tested this 
proposition, At that time the municipal mortality 
statistics of Frankfort-am-Maine were the only ones 
where separate tabulations for each body organ had 
been kept, and they had been so compiled since 1860, 
Classifying tongue, mamma, uterus, and vagina as 
accessible, and the internal organs, chiefly alimentary 
tract, as inaccessible, they found the curve of the 
first group remaining flat, that of the second mount- 
ing steadily. Wilcox has recently brought this table 
up to the year 1913, and it shows the internal organ 
cancers, those less readily accessible to physical diag- 
nosis, presenting a steady yearly rise over a period of 
fifty years, the other groups remaining flat all this 
time. 11 

Following King and Newsolme’s original publica- 
tion, English statistics were tabulated for separate 
organs. Analysis of these figures, chiefly by Bash- 
ford and Murray 1% 13 over two decades support the 
same argument. While cancer of the skin and of 
the uterus, both easily accessible to physical exam- 
ination, showed no increase, alimentary cancer 
everywhere showed a rising curve. The male has 
much more cancer of the alimentary tract than the 
female ; stated differently, 97% of male carcinomata 
are inaccessible, while only 63% of female cancers 
are inaccessible. All statistics show cancer increas- 
ing more rapidly in the male than in the female. 
Bashford thinks these differences are due to differ- 
ences in the accessibility to physical examination. 
From London Hospital statistics, 1904-1909, classi- 
fying growths as accessible or inaccessible to physi- 
cal examination, he estimated that 91% of the ac- 
cessible growths were diagnosed, while only 62% 
of inaccessible ones were recognized at the time of 
death. 

American cancer mortality statistics classified un- 
der organs primarily involved, are still not available, 
but there is a tabulation showing what proportion 
of cancers of each body location were diagnosed with 
reasonable certainty in one year, 1914 (that is, at the 
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time of death, the attending physician was not in 
doubt as to the diagnosis.) This shows an accessible 
group, comprising cancers of the breast, skin, tongue, 
lip, mouth, vagina, testes, uterus, larynx, and rectum 
presenting practically no diagnostic uncertainty at 
the time of death, while the inaccessible group range 
from cancer of the ovary and Fallopian tube with 
15% of diagnoses uncertain, to carcinoma of the 
stomach with 72% uncertain. 

Another factor Bashford and Murray hold respon- 
sible for the increased recognition of to-day is a 
gradually decreasing tendency to ascribe “failing vital 
functions in the aged as a cause of an obscure ill- 
ness”22 j, e., fewer deaths reported as old age, tumor, 
etc. While the curve of cancer mortality for the ages 
forty to fifty has been relatively stationary for some 
years, the reported mortality in the aged has been 
relatively increasing. As regards cancer mortality 
“Ergland of to-day compares with England of sev- 
eral years ago as London of to-day compares with 
rural England of to-day.” 

There is other evidence showing that cancer mor- 
tality varies with the status of the medical practice 
of the community. In cities, cancer mortality is 
usually higher, but decreasing more slowly than in 
country districts, and that notwithstanding the larger 
proportion of aged persons with high cancer mortal- 
ity in the country. 

There is less cancer among negroes of the south 
than among whites, but the negro rate is increasing 
more rapidly. In eight large southern cities, cancer 
among negroes increased 92% from 1891 to 1914, 
while that of whites increased 73%.11 

Wilcox believes these facts to be connected with 
the larger proportion, greater accessibility, and im- 
proved methods of city physicians. 

SURGERY AND CANCER. 

What has surgery done for cancer, and what hope 
of cure does it offer? Some writers are not optimis- 
tic. Whether or not surgery obtains a cure depends 
on two factors, first, whether distant metastases, 
often unrecognized, are present at the time of opera- 
tion, and, second, incomplete surgical removal, or 
grafting or dissemination of carcinoma cells during 
the operation. 

The body defence against carcinoma metastases 
is the formation of a connective tissue capsule. Car- 
cinomatous emboli occur with great frequency, and 
are transplanted everywhere. The reason they do 
not form metastases oftener is because the connec- 
tive tissue encapsulation is an immediate protection. 
This encapsulation of emboli takes place with great 
frequency about the small arteries of the lungs in 
carcinoma of the abdominal viscera. In bone, car- 


cinomatous emboli lodge in the lacunae, act as osteo- 
clasts, break down some of the bone, then this space 
is filled up with carcinoma. This mass is surrounded 
by connective tissue fibrils, and later a bony capsule 
is laid down about the irritating focus. Whether the 
body or the carcinoma triumphs depends a good deal 
upon the Jocal immunity of the organ, “the metabolic 
affinity between the carcinoma cells and the cells of 
the particular organ.” A carcinomatous embolus may 
remain encapsulated for years, and then suddenly, 
presumably because of some lowered resistance, it 
will burst forth into a metastasis. Here is an ex- 
planation of metastasis occurring years after opera- 
tion. This varying degree of immunity has often 
been clinically commented upon. The late J. B. 
Murphy often spoke of the “rebelliousness of cancer 
when it occurs with obesity,” and remarked that “the 
thin spare type has a tendency to the production of 
connective tissue, preventing the spread of malig- 
nant cells.”14 W. J. Mayo® observes that whereas 
all persons have a certain measure of immunity, 
some having sufficient to prevent their ever having 
cancer, in others there may be enough so that an in- 
complete operation will not be followed by recurrence. 
Grafting, dissemination of carcinoma cells, or incom- 
plete removal at the time of operation are of course 
commonly known sources of recurrences. W. J. 
Mayo states that he has often been impressed by local 
grafting of carcinoma cells, such as recurrences at 
the site of skin suture holes only, or recurrence 
about a colostomy wound from a low sigmoid growth. 

Once the regional lymph glands are involved, the 
outlook is altogether different, and incomplete re- 
moval, no matter how careful and skillful the dissec- 
tion, is the rule. Carcinoma of the lip is one of the 
most favorable malignant tumors operated upon, as 
regards ultimate cure. | When no glands are in- 
volved, various statistics show 70% to 80% cures. 
In a recent study of the material at the Mayo Clinic, 
Broders!® shows that 76% of cancers of the lip with- 
out glandular involvement are still living. Of those 
having glandular metastases, only 17% are alive, and 
all of these had only one submaxillary lymph group 
involved. No case with two groups of glands invol- 
ved, or with cervical glands involved has been re- 
ported living. Bevan 1® says that from his personal 
experience, he does not think he has ever cured a 
carcinoma of the breast with axillary metastasis. 

To arrive at an estimate of just what surgery has 
done for cancer, Levin!? compiled a table of the re- 
ported results from various surgeons and clinics. In 
one column, called high estimate, were placed those 
from the best operators, (Halsted, Mayo, Willy 
Meyer, etc.,) and in the second column, called low 
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estimate, were placed the reported results from other 
surgeons. The table is reproduced: 
High estimate per Low estimate per 
cent. of 5-year _—_ cent. of 5-year 
cures. (Halsted, cures. Other 


Mayo, etc.) surgeons). 

30 6.8 
38 16 
Hand; face, neck. 83 30 
None None (Chiefly 

metastatic) 
Mouth, tongue .. 20 13 
50 9 
25 3 
Abdomen ....... 12 4 


If now, one would take the average operability 
as 50%—the surgeon refuses to operate upon 50% 
of the patients presenting themselves to him because 
of too advanced stage,—and then compare the aver- 
age of the above cures with the cancer incidence 
taken from mortality figures, one would obtain an 
estimate of just how much cancer is cured surgical- 
ly. Doing so, Levin!’ says that the best surgeons 
cure 15%, the average surgeon 4%. If all patients 
came to the surgeon in time, that is if the operabil- 
ity were 100%, the high estimate table would average 
only 30% of cures. At present, about 10% are 
cured. 

But statistics like these are changing, and because 
of two factors: 

(A). The limits of operability are widening. At 
the Mayo clinic ® when 25% of carcinomas of the 
intestine and rectum were deemed operable, the 
operative mortality and per cent. of 5-year cures 
were greater than now. As more of the further 
advanced cases were operated upon, the operative 
mortality and per cent. of 5-year cures diminished, 
but instead of curing 13 in each 100 patients present- 
ing themselves, they now cure 27. 

(B). People are gradually seeking advice earlier, 
and more often than formerly before a precancerous 
condition has become malignant. At Johns Hopkins, 
Bloodgood?8 says that the incidence of benign tumors 
of the breast has risen from 32% to 59% of the 
total breast tumors operated upon, and the surgeon 
is nowadays called upon much more frequently than 
in former days to decide upon the nature of a bor- 
derline tumor. 

Of these two factors, the second is much more 
potent and promising. Surgical technic has under- 
gone advances recently, especially in carcinoma of 
the colon, and a few years earlier in gastric resec- 
tions, but as a general rule operative removal of 


malignant growths is about standardized. Very 
much improved methods of removing a given tumor 
are not to be expected. 

The crux of the situation is early diagnosis, and 
education of the public to recognize dangerous early 
symptoms. In Germany campaigns have been waged 
by the state for many years, and today German sur- 
geons operate upon cancer in a much earlier stage 
than do American surgeons. All the circulars of 
the propaganda campaigns of the American Society 
for the Control of Cancer have such titles as these: 
“Fear the beginning of cancer.” ‘Cancer is curable 
by early operation.” “Cancer—in the early treatment 
lies the hope of cure.” “What you should know 
about cancer’, etc. 

It is to be hoped that these methods, analogous to 
those which produced such striking results in cam- 
paigns against tuberculosis, will have similar far- 
reaching effects in the control of cancer mortality. 
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BLADDER CARCINOMA. 


Resection of the bladder, with or without ureteral 
transplantation, is the only rational treatment for 
early and favorably situated carcinoma. 

For malignant disease involving the neck of the 
bladder, total cystectomy, very exceptionally, may be 
performed. 

In certain cases of carcinoma, unfavorably situated 
for resection or too far advanced for radical treat- 
ment, cystotomy followed by intensive fulguration, 
radium implantation and roentgen ray is on trial, with 
a promise to prolong life and possibly rarely to effect 
cure.—B. A. THomas in The Journal A. M. A. 
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RADICAL CURE OF HEMORRHOIDS. 
Cuar_es J. Druecx, M.D., 
Professor of Rectal Diseases, Post-Graduate Medical School 
and Hospital, Rectal Surgeon to the 
People’s Hospital 
Cuicaco, IL. 

Preparation of the Patient.—The patient is to be 
as carefully and thoroughly prepared for a hemorr- 
hoid operation as for a laparotomy. If a cathartic is 
deemed necessary, an ounce of castor oil is given 
twenty-four hours before the operation, to sweep 
out septic and decomposing material from the intes- 
tines. This cathartic must be given long enough in 
advance of the operation to allow the patient to get 
rid of it, and for the increased peristalsis to subside. 
If the patient already has been taking a cathartic 
daily, the physic, in some instances, may advantage- 
ously be omitted, to avoid exhausting him. Most 
patients do not eat much previous to the operation, 
still some consider it a last chance for several days, 
and consequently, unless warned, will gorge them- 
selves. Hence, I request the patient to abstain from 
meat, vegetables containing much cellulose and gas- 
forming foods, and to subsist for the day before the 
operation on broths, cooked pulpy vegetables, and 
other readily absorbable foods. The patient enters 
the hospital on the evening before the operation, and 
if restless is given 20 grains of bromides, in order to 


insure sound sleep for the night. That same even- 


ing he is given an enema of physiologic salt solution, 
and then is left undisturbed. Early on the morning 
of the operation, the perianal region is shaved and 
cleansed, and a sterile dressing is applied. Three 
hours before the operation the patient is given a one- 


' pint enema. One hour before the operation he is 


given a cup of soup or else coffee and toast, for it is 
better not to operate when his stomach is empty. He 
is given a hypodermatic injection containing mor- 
phine 1-4 grain, hyoscine I-100 grain, and atropine 
I-150 grain; after which all visitors must leave the 
room. This injection quiets him and obviates psychic 
trauma. 

The Operation in Detail—My operative technic 
is the same whether performed under local or general 
anesthesia. 

If a local anesthesia is decided upon, a little extra 
detail is necessary in preparing the patient. 

The table should be covered with a thick pad and 
the patient should be provided with a pillow to help 
make him comfortable. Always remember that he 
is not anesthetized, and every sound and touch is 
appreciated by him. He should, therefore, be handled 
as little and as carefully as possible, not tied or 


strapped in any way, the left lateral prone position 
with the hips raised (the proctologic position) is sat- 
isfactory ‘for the surgeon, as well as the most com- 
fortable for the patient, and prevents the sacro-iliac 
strain, which so often is caused by the lithotomy posi- 
tion. 


I use one-half of one per cent solution of apothe- 
sine or procaine for infiltration of the skin, thus per- 
mitting a liberal amount to be used without danger 
of toxicity, as apothesine is but one-seventh as toxic 
as cocaine. Quinine-urea solution is not used for the 
skin, because its injection is painful. The success 
of a local anesthetic depends upon a careful and 
thorough infiltration of the whole field. I use a 26 
guage needle. A 30 cc. syringe is filled with warmed 
anesthetic solution. The skin in the posterior raphé, 
one inch back of the anal margin, where it is less sen- 
sitive, is touched with phenol on a swab, and after 
waiting a few minutes, the skin is picked up between 
the thumb and forefinger of the left hand, and the 
needle is introduced at the cauterized spot. A few 
drops of apothesine solution injected here causes a 
wheal to arise, and after waiting a few moments, the 
needle is advanced, and another wheal is made, 
while the needle is carried forward just under the 
skin at a distance of one-half inch from the anal 
opening. When the needle has been advanced its 
full length on one side, it is retracted to the pos- 
terior commissure but not withdrawn from the skin, 
and the infiltration is carried up on the other side of 
the anus. When the full depth of the needle has 
been reached on both sides of the anus it is with- 
drawn and inserted at the most anterior wheal just 
made, and the infiltration is continued to the anterior 
commissure and around on the opposite side until the 
wheals meet those previously produced. In this way 
the whole anal opening is anesthetized, while the 
needle is always kept one-half inch out from the edge 
of the mucous membrane. This procedure blocks the 
inferior sphincteric nerves. Wait ten minutes for 
anesthesia to be complete, and then introduce the left 
index finger into the rectum above the external 
sphincter, hook the finger over the muscle and by 
slight traction draw it down and steady it while the 
needle, passed through the anesthetized skin, is car- 
ried into the sphincter muscle and 20 minims of 
apothesine solution are deposited in its substance. 
This deep injection is made in four places, one on 
either side of the commissures, one-half inch out at 
the entrance of the lesser sphincter nerves. The in- 
dex finger within the anus will assist in guiding the 
needle to the proper depth, and will be felt under the 
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rectal wall. A 10-centimeter needle, long enough to 
easily reach all of the deep layers of the sphincter 
muscle, is required, as otherwise dilatation of those 
fibers will be painful and incomplete. As the needle 
is being carried down to the sphincter, the anesthetic 
solution should be slowly infiltrated, so that some dis- 
tention of the tissues will precede the needle point 
and avoid pain. 

A syringeful of anesthetic fluid is now deposited 
immediately in front of the tip of the coccyx to block 
the coccygeal nerves and thus further facilitate dila- 
tation. This infiltration procedure consumes I5 to 20 
minutes, and must be carried out carefully until 
anesthesia is complete. Then the finger within the 
rectum massages the sphincter, and if the muscle has 
been well injected it will soon relax. If it is not suf- 
ficiently anesthetized it will contract upon and “bite” 
the finger, and we must wait longer. Never begin 
manipulating, pinching or operating until anesthesia 
is complete. This applies with equal force to local 
and general anesthesia. As the sphincter relaxes un- 
der the massage, a second finger of the same hand 
is introduced and if needed 2 finger of the other hand 
and the massaging and stretching are continued until 
the capacity of the sphincter is reached. This ma- 
neuver must be carefully performed so that the 
mucous membrane is not torn or the anal margin 
otherwise damaged. Just what is the full limit of 
the sphincter varies with individuals, and the opera- 
tor’s experience is the criterion in each case. By this 
method there is never any danger of rupturing the 
muscle, as may occur under divulsion with the spec- 
ulum. This slow but thorough dilatation of the 
sphincter is an essential factor in lessening the post- 
operative pain by avoiding sphincteric spasm. If the 
hemorrhoids have been habitually prolapsing, the 
sphincters will be found relaxed, and will not need 
much dilating. Abscess following a hemorrhoid 
operation usually results from trauma during the 
dilatation of the sphincter (most likely to occur if 
the stretching is hurriedly performed), a perirectal 
bloodvessel being ruptured, and this resulting in a 
hematoma, which later becomes infected and thus 
causes a perirectal abscess. 


When the muscle has been thoroughly relaxed it 
will so remain while we are operating. The hemorr- 
hoids and the anal mucous membrane prolapse well 
into view under this treatment, and the whole pile 
can be seen and reached. Although prolapsed in- 
ternal hemorrhoids may be operated upon without 
dilatation of the sphincter, I always make this pro- 
cedure part of my technic, because without it some 


part of the pile is apt to remain internal to the 
sphincter and cause a recurrence at a future time. 
Therefore, even if the hemorrhoid is within reach 
without dilatation, the sphincter should be stretched 
that all hidden nodules may be found. Also if the 
stump retracts above a tight sphincter, a subsequent 
hemorrhage might not be detected for some time. 
Take plenty of time in making the dilatation, because 
prolonged relaxation cannot be obtained if the 
stretching is roughly or hurriedly performed. 

Having opened the anus and brought the hemorr- 
hoid well outside, it is now infiltrated with a solution 
of one-half of one per cent. of quinine and urea hy- 
drochloride, using enough solution to distend the 
tumor thoroughly. The pedicle of the tumor should 
be injected and also the normal mucous membrane 
for one-half inch above the pile, as otherwise traction 
on the pile in handling will cause pain by stretching 
the sympathetic nerves which come down the rectum 
from above. By waiting five to ten minutes now be- 
fore operating, the best effect of the quinine is ob- 
tained and post-operative anesthesia is much more 
satisfactory. The anesthetizing solution should be 
slowly forced into the pile so as to avoid a sudden 
paniful distension of the tissues. After the needle 
has been inserted, it may be turned in different direc- 
tions and the tumor well infiltrated. If more than 
one puncture is made into the hemorrhoid, the solu- 
tion runs out as rapidly as it is injected. Sufficient 
fluid should be injected to blanch a part of the 
hemorrhoid. If several hemorrhoids are to be re- 
moved, they are all injected at this time before the 
removal of any is begun. Quinine solution is used 
for this part of the infiltration, because it produces 
anesthesia that lasts several days, during which time 
healing is well established. The anesthetizing solu- 
tion should be used in as limited amounts as will ob- 
tain the necessary results, because excessive quanti- 
ties produce a large exudate, which causes a sense of 
fullness in the rectum for several days. 

The hemorrhoid having been brought well into 
view, it is picked up at its upper limit with a hemorr- 
hoidal forceps and an incision, beginning in the nor- 
mal mucous membrane, one-fourth of an inch above 
the tumor, is carried down on the left side of the pile, 
then, beginning again at this upper point, a similar 
incision is carried down on the right side of the 
tumor. The upper pole of the tumor is now lifted 
out of its base, thus exposing the vessels as they enter 
the tumor from above. 

The vessels are then grasped with a thin artery 
forceps and the tumor is cut free. The lateral inci- 
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sions are carried down to and around the lower bor- 
der of the hemorrhoid. These lateral incisions are to 
be kept close to the hemorrhoid, or, preferably, in 
that part of the mucosa covering the side walls of 
the pile. The dissection is carried down around and 
beneath the hemorrhoids to the solid connective tis- 
sue or fascia about the muscle coat of the gut, and the 
pile is shelled out by blunt dissection (figure 1). 
This enucleation of the tumor is almost a bloodless 
operation. 

The pedicle in the grasp of the forceps at the upper 
end of the wound next receives our attention. The 
size of this pedicle varies with the size of the hemorr- 
hoid ; still even when the tumor is large and fleshy, 
the pedicle is slender, because it consists only of 
bloodvessels and connective tissue supporting struc- 
tures between them. The pedicle is lifted well up 


Fig. 1. Enucleating the hemorrhoid. 


and examined, in order to make sure that it is 
thoroughly freed from the mucous membrane, then a 
No. 1 catgut ligature is slowly and firmly tied close 
down at the base. One end of the ligature threaded 
upon a curved non-cutting needle now is passed 
through the base of the stump beneath the ligature. 
The forceps and upper part of the stump are now cut 
free about one-eighth of an inch from the ligature, 
and the thread that transfixes the stump is tied over 
the stump and across the encircling ligature, thus 
preventing it from slipping. 

As the stump is released, it retracts well into the 
bottom of the wound, and the mucous membrane 
edges fall together over it. It is important to tie the 
stump carefully, as it is small and, if not properly 
secured, secondary hemorrhage may result. The 
wound edges fall together in good apposition, still, 


they should be secured by two small interrupted 
sutures. 

If the tumor is in the anal canal, its lower edge 
may rest at the white line where the skin and mucous 
membrane meet. If the tumor is of the interno-ex- 
ternal variety, it is to be removed completely, by con- 
tinuing the dissection over the white line and onto 
the skin, taking out a “V” shaped piece of skin and 
inflammatory tissue sufficient to restore the anus to — 
a normal appearance (figure 2). Lastly, the wound 
is closed with two interrupted catgut sutures. When 
dissecting out the hemorrhoid, be sure to leave a 
clean-cut, smooth-surfaced wound, as a ragged wound 
is more liable to bleed. 

The lateral incisions are to be kept close to or 
better upon the edges of the pile to conserve the mu- 


Fig. 2. Carrying the excision out on the skin to remove 
an externo-internal hemorrhoid. 
Insert shows sutures placed to close the skin wound. 


cous membrane between the several tumors and not 
endanger the caliber of the rectum or the anal canal 
by possible subsequent contraction. Those strips of 
attached mucous membrane left between each two 
operative wounds will also assist in rapid and satis- 
factory healing. If this work is poorly performed, 
stricture of the anus may result. Care must be ex- 
ercised that none of the incisions extend beyond the 
anesthetized area. 

The hemorrhage during the operation is slight. 
The large vessels are not injured because they enter 
the hemorrhoid at its upper part and run parallel with 
the length of the bowel just under the mucous mem- 
brane. If a vessel is accidentally severed, it is an in- 
ferior hemorrhoidal vessel at the lower border and 
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may be picked up and ligated separately or included 
later in the sutures approximating the wound edges. 
The operation need not be hurried, as the anesthesia 
will last upwards of an hour, and the utmost care 
and gentleness should be exercised in the use of 
tissue forceps, retractors and sponging. It is impor- 
tant that skin tabs be removed at the time of the opera- 
tion. Otherwise they become engorged, inflamed, 
and most painful. 

Whether the operation is performed under local 
anesthesia or general anesthesia, be careful to handle 
the parts gently, for unnecessary dilatation of the 
sphincters, rapid or rough manipulations and catch- 
ing with snap forceps the tissues that are not to be 
removed, will cause more pain and increased danger 
of infection. 

The operation completed and the field cleansed, 
the rectum and anus are well covered with sterile 
petrolatum, carefully and freely covering each and 
every wound. A light gauze dressing is then ap- 
plied and held in place with adhesive straps. I do 
not place a tube within the rectum, because I am con- 
vinced that it does not serve any good purpose, while 
it certainly causes the patient intense pain and is one 
of the active factors giving rise to retention of urine. 

When the patient is put to bed, keep him in the 
Sim’s position, or else on his face. Do not allow 
him to lie on his back, because, in this position, the 
middle and superior hemorrhoidal vessels in their 
upper portion are in a vertical position; at the pelvic 
brim, they bend at a sharp angle, so that the abdo- 
minal contents are superimposed, All of these posi- 
tions cause obstruction, and as the hemorrhoidal 


. ve’sels have no valves, there is a back pressure and 


a tendency to swelling, a giving away of the stitches 
and more pain, as well as delay in the process of re- 
pair. After the first day in bed our patient may turn 
about and assume a comfortable position. 

After-Treatment—The after-treatment of hemorr- 
hoid patients is a very exact one, but unfortunately, 
often is neglected, with the result that complications 
frequently occur. Although general standard rules 
for the post-operative care can be set down, there is 
much to be individualized in each case. In fact, it is 
most important that the operator himself look after 
his patients, so far as this is possible; for, just a little 
slip in the after-treatment may spoil the effect of an 
otherwise excellent operation. 

The post-operative diet for the first day consists 
of liquids given every two hours; soup, broth, egg 
albumen, buttermilk and cream, four ounces of either, 
with two ounces of water. No milk is allowed. On 


the second day, order semi-solids: poached egg, 
toast, custard, rice, sago, absorbable vegetables, also 
cooked apple, prunes or other fruit, and for bever- 
age, tea, coffee, grape-juice, lemonade and orangeade. 
Alter this a regulated general diet is allowed. 


These patients expect defecation to cause terrible 
pain, and I presume that their fear acts as an inhibi- 
tion to evacuation. So at the end of the second day, 
I give an injection of six ounces of liquid paraffin, 
using a soft catheter, letting the patient use a com- 
mode, instead of the bedpan. Each day thereafter he 
is given an enema of eight ounces of physiologic salt 
solution or of glycerin, two ounces, and water six 
ounces. Wet absorbent cotton is employed as a deter- 
gent after each evacuation. 

When the patient leaves the hospital, his hemorr- 
hoids are cured; however, in many cases there still 
remains the effect of long-continued disturbed diges- 
tion. Therefore, the patient should be impressed with 
the importance of the after-treatment, and should 
receive either direct or at the hands of his home 
physician whatever directions regarding his diet and 
medication may be necessary. 

I never use bichloride of mercury during the opera- 
tion, nor in any of the after-dressings, because this 
irritant sets up a lasting tenesmus as soon as the sen- 
sory nerves recover. 

The Advantages of This Technic— 

I. The operation is thorough and may be satisfac- 
torily performed under local or general anesthesia. 
The incised wounds, if carefully coapted, heal more 
readily than will crushed or cauterized surfaces. 

2. The sphincter muscles are not disturbed or in- 
jured by forcible dilatation, since a speculum is not 
employed. 2 

3. The ligature is so applied as to hold the vessels 
securely, so that secondary hemorrhage cannot occur, 
neither is there any sloughing tissue to separate sev- 
eral days later. 

4. The stump, is small and buried, and the wound 
edges are closely approximated, so that the resulting 
scar is smooth and level with the surrounding mucosa, 
instead of being raised; consequently it does not ob- 
struct the passage of the feces. It is this raised hard 
scar left after operation for the removal of hemorr- 
hoids that more than any other factor tends to induce 
a recurrence of the trouble. 

5. All of the diseased tissue is removed, therefore 
recurrence is impossible; yet enough of the mucosa 
is left to maintain in good order the tactile sensibility 
of the anus. This is one of the points of superiority 
over a clamp and cautery method of operation, which 
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necessarily must grasp much tissue outside of the 
hemorrhoid or else leave part of the varix behind. If 
a portion of the varicosed vein remains, infection and 
abscess are prone to occur. 

30 NortH MicwHican Ave. 


PYELOGRAPHY AND URETEROGRAPHY 
IN DIFFERENTIAL DIAGNOSIS OF 
SURGICAL CONDITIONS.* 

ALBERT E. GoLpsTEIN, M.D., 


Attending Urologist to Hebrew Hospital and Mt. Pleasant 
Sanatorium, 
BaALtTIMorE, Mp. 


Following the widespread use of the cystoscope 
by competent urologists, many ab olute diagnoses of 
urological conditions were made possible. This, to- 
gether with the constantly improved technique in 
radiography, especially of the bladder, ureter, anc 
kidney made it furthermore possible to diagnose 
various obscure cases of the urinary tract that other- 
wise went undiagnosed. The interpretation of sus- 
picious shadows that may be phleboliths, calcified 
lymph glands or gall-bladder calculi in many sn- 
stances cannot be depended upon; likewise, it is a 
recognized fact that all calculi in the urinary tract do 
not cast a shadow on the +-ray plate. 

Recognizing these defects, investigators set out 
upon developing possible methods of outlining the 
course of the ureter and kidney, and in this country 
credit is given to Schmidt and Kollischer! in 1901 
for being the first to employ ureterography, i. e., out- 
lining the course of the ureter, although Braasch? 
in his book on pyelography mentions Tuffier as being 
the first, his work being done four years previous to 
that of Schmidt and Kollischer. Schmidt and Kol- 
lischer employed the use of fused wire inserted 
into the ureter for radiography. This at the time 
enabled one to exclude many shadows that otherwise 
would be considered probable calculi. Inasmuch as 
a pyelogram could not be obtained by this method, 
it remained for Volker and Von Lichtenberg? in 1906 
to introduce pyelography, i. e., the outlining of the 
pelvis of the kidney, by the employment of the in- 
jection of a shadow-casting substance, namely, col- 
largol. 

Pyelography passed through a stage of only partial 
success at first, but in the past seven or eight years, 
it has been employed extensively. During these 
years various silver salts were used, among them 
being collargol, silver iodide, argyrol, electrogol, gas 
and oxygen, then to be followed by thorium nitrate, 


*From the urological clinic of the Hebrew Hospital. Read 
before the annual meeting of the Medical and Chirurgical 
Faculty of Maryland. 


which was first used by Burns:* Recently the iodides 
have been used by Cameron’ with apparently good 
results. 

All the drugs used passed through their stage of 
criticism on account of their irritating effects prin- 
cipally. Some caused destruction, and therefore 
their use became obsolete. Others caused violent re- 
actions, and likewise fell into the same class. Per- 
sonally, of all the solutions used, I receive best re- 
sults with thorium nitrate in 15% solutions, and 
sodium iodide in 13.5% solutions. Under ordinary 
circumstances this casts the best shadow, and is the 
least irritating of all the solutions. 

In the early days of pyelography, the solution was 
injected into the kidney pelvis with a hand syringe, 
but owing to the reaction and the disastrous results 
that followed, this method gave way to the gravity 
method, which was first suggested by Baker® in 
1910, but first applied to pyelography by Uhle’ sev- 
eral years later. 

In my own work, both the gravity and syringe 
methods have been employed, but at present the 
syringe method entirely, using a special technique. 


TECHNIQUE. 


The procedure has been as follows: 

No purgative should be given twenty-four hours 
previous to the radiographic examination, so that 
when a plain radiograph is made, the distribution of 
gas in the bowel will not be disturbed, as this fre- 
quently makes some difficulty in interpreting sus- 
picious shadows. Plain radiograms are always made 
first, and suspicious shadows are noted and used for 
comparison when the ureterogram or pyelogram is 
made, often giving one a probable clue. On the fol- 
lowing day, as a rule, cystoscopy and pyelography or 
ureterography are performed, using a radiographic 
catheter. If leakage is present a Garceau catheter 
should be resorted to. The catheter is inserted slow- 
ly into the ureter on the suspected side for about eight 
to ten inches, if no obstruction is encountered. The re- 
quired distance is measured approximately on the 
catheter before the insertion. The purpose in mak- 
ing these measurements is, if possible, to allow 
just the tip of the catheter into the pelvis of the 
kidney, but not to lodge it against any kidney tissue, 
this being one of the causes for the intense pain fol- 
lowing some pyelographies. So, if in doubt about 
the measurements, insertion is made until the natural 
obstruction is encountered, and then withdrawal about 
one to one and one-half. inches. By inserting a 
catheter into the pelvis of the kidney, there are two 
possibilities: one, that the tip of the catheter be- 
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comes lodged or scrapes against some kidney tissue 
and produces some trauma; and, two, that the cathe- 
ter becomes obstructed, due to some ureteral epithel- 
ium getting into the eyes of the catheter, blocking 
the outflow of urine. Many times we call it reflex 
inhibition, which returns to normal as soon as we 
wash out the catheter. The Garceau catheter was 
employed in all cases where leakage was present. 

The capacity of the kidney is always determined 
by injecting, very slowly, sterile water through a 
ureteral catheter into the kidney with a graduated 
syringe. When the patient complains of a fullness 
or beginning pain in the renal region, this is con- 
sidered the capacity. (Goldstein§). The injection 
of the opaque solution is next carried out, always 
injecting 1 to 2 cc. less than the total amount of 
water injected, thereby never causing any distention, 
which is another cause of pain in pyelography. The 
injecting substance is always drained before the 
catheter is removed, and then washed out with water. 
Both kidneys are never injected at one sitting. 

The following are conditions in which, with the 
employment of ureterography and pyelography, a 
more absolute diagnosis or a more absolute elimina- 
tion can be determined: 

Suspicious ureteral x-ray shadows. 

Suspicious renal x-ray shadows. 

Suspicious gall-bladder shadows. 

Hydroureter. 

Hydronephrosis. 

Pyonephrosis. 

Ureteral angulations (kinks). 

Suspicious masses. 

(a) in the renal regions, 

(b) in the upper right or left abdominal quad- 
rant. 

(c) in any part of the abdomen. 

9. Appendicitis. 

10. Ureteral stricture. 

11. Nephroptosis. 

12. Anomalies of the kidney and ureter. 

13. Neoplasms of the kidney. 

14. “Essential” hematurias. 

How often is the physician or surgeon confronted 
with a patient having a mass in the abdomen or in 
the renal region, or a complaining of pain in the 
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renal region, the abdominal or iliac regions? This, - 


in my experience, occurs very frequently, and I am 


certain it occurs frequently in the practice of other. 


physicians and surgeons. And how frequently is 
the condition left undiagnosed, or the patient un- 
dergoes operation, and many times no pathological 


lesion is found, or there is a recurrence of symp- 
toms in spite of an operation? This likewise has 
frequently occurred to many physicians in former 
years, but the advances in surgery today have reduced 
this number considerably. In spite of the fact that 
we have at our command newer and more accurate 
methods, there are many who still disregard the ap- 
plication of these methods. Certainly, should a 
patient present himself for examination with all the 
classical signs and symptoms of a certain disease, the 
average physician diagnoses the case. But it is a 
fact that in a large percentage of cases the symptoms 
and signs are not classical. Furthermore, are we not 
finding today that the classical signs and symptoms 
of a given disease are also applicable for other dis- 
eases ? 

With the application of ureterography and pyelo- 
graphy in differential diagnosis certain conditions 
can be excluded that otherwise could not. 

A. The differential diagnosis of ureteral calculi, 
ureteral kinks or angulations, ureteral strictures, ap- 
pendicitis, “essential” hematurias, calcified lymph 
glands, phleboliths and hydroureters. 

The above conditions can all be considered in one 
group, and can be differentiated by the use of the 
ureterogram. In considering ureteral calculi, certain 
classical signs and symptoms flash through our 
minds, principally : 

1. History of ureteral colic, requiring morphia 
injections. 

2. The presence of red blood cells in the urine. 

3. A shadow on the x-ray plate. 

Patients have been seen that had any one, com- 
bination of two, or all three of the above signs and 
symptoms, and still had no ureteral calculus. Fre- 
quently the various combinations occurred, and while 
in many cases the diagnosis was correct, there were 
many cases where, unless the ureterogram was em- 
ployed, the diagnosis was incorrect. This is perfect- 
ly simple to explain in that we are aware of the fact 
that invariably, ureteral kinks and ureteral strictures 
(Hunner®, Goldstein!®) will cause a slight hemorr- 
hage, which will enable us to find red blood cells in 
the urine, and the patient will suffer with a ureteral 
colic. Some nephritic cases will show red blood cells 
in the urine, but will not, as a rule, have ureteral 
colicky pain unless another condition is as-ociated 
directly with it. 

It is conceded that pain in the right iliac fossa is 
produced in a large percentage of cases by a diseased 
appendix, but it is also true that appendices have beep 
removed and the pain still persisted, and on a more 
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careful examination some urological condition was 
discovered. 

None of the aforementioned conditions will cast 
a shadow on an +-ray plate, but a phlebolith, a calci- 
fied lymph gland and a large percentage of ureteral 
calculi will; therefore, there must be some means of 
differentiating the last-mentioned conditions that will 
not show on an +-ray plate. For this work we em- 
ploy the ureterogram, and by a comparison of the 
plain plate with the ureterographic plate we are able 
to be more absolute in our diagnosis of these various 
conditions in the following manner : 


1. Ureteral Calculus: The following observation 
will be made,—A shadow on the plain radiographic 
plate in a large percentage of cases; a scratch on the 
wax-tipped radiographic bougie; the shadow will be 
in the same line with the radiographic catheter or 
should it be a large shadow it will be located at the 
end of the catheter if it could not pass; if an opaque 
solution is used for the ureterogram it will show in 
many cases a narrowing just below the shadow and 
a dilatation above the shadow, with an intensification 
of the shadow. 

2. Stricture of the Ureter will show, after the 
opaque solution has been injected, a narrowing at 
some point in the ureter, and a dilatation above it. 

3. Ureteral Angulation will show definitely after 
the ureter has been injected with an opaque solution 
and a simultaneous radiogram made (a condition 
that could otherwise not be diagnosed). 

4. Appendicitis and Uncomplicated Nephritis: 
The ureterogram will be normal. 

5. Calcified Lymph Gland and Phlebolith: The 
shadow will be seen to the inside or outside of the 
ureter after a radiographic catheter has been passed. 

6. “Essential” Hematuria: The ureterogram will 
be negative unless there is an associated stricture. 

7. Hydroureter can be diagnosed only by the 
ureterogram after an opaque solution has been in- 
jected. This condition is usually associated with: a 
stricture somewhere below, and usually accompanies 
a hydronephrosis. 

B. The differential diagnosis of renal calculi, gall- 
bladder calculi, appendicitis and calcified lymph 
glands. 

It is unnecessary to discuss the classical signs and 
symptoms of the above conditions. Two of these 
conditions can be present at the same time. Fre- 
quently both are present and the diagnosis of one is 
overlooked. Frequently the patient is operated upon 
for one condition, and the findings are negative, due 
to the fact that some other condition is present. Hav- 


ing taken a plain radiograph for comparative pur- 
poses and noting the shadows, the opaque solution is 
injected for a pyelogram and the differential diag- 
nosis made as follows: 

1. Gail-bladder calculi: The shadow will be extra- 
renal, and a normal pelvis will be observed with nor- 
mal calyces. 

2. Calcified lymph glands: If the shadows are of 
calcified lymph glands in the region of the kidney, 
they likewise will be outside the outline of a normal 
pelvis and calyces. 

3. Appendicitis: A normal kidney pelvis and 
calyces will be demonstrated. 

4. Renal Calculus: Here the information obtained 
is very valuable. The shadow or shadows are inten- 
sified by the opaque solution, making the diagnosis 
definite. The location of the shadows will be noted, 
which is important at the time of operation, and the 
presence or absence of a small or large, or a diseased 
or normal kidney will be noted. 

C. Hydronephrosis, Pyonephrosis, Nephroptosis, 
Floating Kidney, Renal Neoplasms and Suspicious 
Masses of the Abdomen. 

In the pyelographic differential diagnosis of the 
above group of cases there are many points to be 
emphasized. A plain radiographic plate in this group 
of cases many times gives the surgeon a clue, espe- 
cially if any special symptoms and signs are present. 

1. Hydronephrosis and Pyonephrosis: Here, the 
pyelogram informs you of the approximate size of 
the kidney, also of its condition. Where there is 
destruction, the outline is not clear and the diagnosis 
can readily be made. Unless the organ is very large 
or has caused some severe symptoms, the condition 
usually goes on for quite a period of time before it is 
noticed. Both of these conditions are usually as- 
sociated with some other lesion in the urinary tract 


‘and pyonephrosis follows hydronephrosis. A tenta- 


tive diagnosis is usually made before pyelography 
is resorted to, which assists greatly in deciding the 
diagnosis in most cases. 

2. Nephroptosis and Floating Kidney: This can 
most of the time be diagnosed without pyelography, 
but the application of the pyelogram here different- 
iates it from other masses that may be in this location. 
One might be under the impression that he is palpat- 
ing a misplaced kidney, which in reality is some other 
organ, but with the pyelogram this is absolutely de- 
termined, as the outline of the kidney and its posi- 
tion are seen. Another important point in connection 
with this is that should the diagnosis of a floating 
or misplaced kidney be established, operation cer- 
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tainly should not be attempted without a pyelogram 
to determine the following important points: 

1. Is the kidney congenitally misplaced, having a 
normal but short ureter ? 

2. Is a kink present that will allow for a shorten- 
ing? 

3. Is a stricture present ? 

At best, in these cases operative procedure is not 
very satisfactory, so that one must travel very care- 
fully, and certainly should never undertake an opera- 
tion for this condition without a pyelogram having 
been made. 

3. Suspicious Abdominal Masses and Renal Neo- 
plasms: If one is not certain of the nature of the 
mass, a pyelogram should always be resorted to. I 
have observed cases that were diagnosed as gastric, 
splenic, and pancreatic tumors, etc, in which pyelo- 
grams revealed a large kidney. Renal neoplasms, 
fortunately, are not very common compared with 
those of other parts of the body. The most common 
kidney tumor is hypernephroma. 

Papillomata of the pelvis occur at times (one in my 
experience) and, like hypernephromata, they are sup- 
posed to present, as the principal symptom, profuse 
and painless renal hematuria. But since hemorr- 
hage is a classical sign of other renal diseases, it 
would be difficult to make a diagnosis from the 
hemorrhage alone in an early case of hypernephroma. 
The pyelograms in the cases of renal neoplasms are 
usually characteristic in that the outline of the pelvis 
and calyces is irregular. In most instances the pic- 
ture shows elongated and narrow calyces, and a de- 
formed pelvis. To differentiate the condition from 
“essential” hematuria by the pyelogram is simple, for 
the pyelogram in cases of “essential” hematuria is 
normal in contour. 

D. Anomalies of the Kidneys: Without an injec- 


tion of a shadow-casting substance it would be impos- 


sible to diagnose certain anomalies, such as incom- 
plete bifurcation of the kidney pelvis, complete re- 
duplication of the pelvis with one ureter, the pres- 
ence of one pelvis for two ureters, the presence of a 
horse-shoe kidney that cannot be palpated. 
CONCLUSIONS. 

1. Ureterography and pyelography is a harmless 
procedure, if the technique is carried out properly. 

2. It is not contraindicated in any abdominal case 
where there is a suspicion of a urinary tract lesion. 

3. It is absolutely essential for diagnosis in many 
urological conditions. 

4. For differential diagnosis it is a great aid to the 
surgeon. 330 N. Cuartes Sr. 
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VESICAL PAPILLOMA. 

The type of the papilloma is extremely important 
in determining the treatment, as it is generally con- 
ceded that very satisfactory results can be obtained 
in being papillomas by fulguration, and in malig- 
nant papillomas that it is best to excise the tumor. If 
there is some uncertainty with regard to malignancy, 
and the tumor is small and such as ordinarily would 
respond to. fulguration, it is best to try this treatment 
at least as long as it is evidently accomplishing some- 
thing. Often fulguration may be a good test of the 
nature of papillomas as malignant papillomas, in- 
stead of being reduced by it, seem to be stimulated in 
their growth. If there is any uncertainty as to the 
pathology of a papilloma of the bladder, the growth 
should be observed most carefully during the fulgu- 
ration, and the treatment discontinued if there is no 
response within a reasonable time. This, of course, 
must be determined by the physician giving the treat- 
ment ; but the point should be emphasized that a num- 
ber of patients have been observed in whom fulgura- 
tions have been continued for a year or more while 
seemingly the growth had been progressing. Such 
patients have little chance from operation. The re- 
sults of any form of treatment for malignant tumors 
of the bladder are not entirely satisfactory, but the 
late stage of the disease at which operation is per- 
formed in many cases is apparently responsible for 
some very unsatisfactory results. Fulguration gives 
very gratifying results when it is used in the proper 
cases, — E. S. Jupp and W. E. Sistrunx in The 
Journal A. M. A. 
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DEVELOPMENTS IN INTRATHORACIC 
SURGERY 

It is very interesting, to say the least, to note the 
advances, diagnostic and therapeutic, in the surgery 
of the intrathoracic organs. Here, far more than 
in any other part of the body, methods and technic— 
surgical strategy and tactics—are still undeveloped. 
True, several years ago Trendelburg removed an 
embolus from a pulmonary artery and Torek success- 
fully resected the esophagus intrathoracically for a 
carcinoma. But these are isolated instances and, in 
the latter case especially, they by no means represent 
a standardized procedure. In fact, the elective, 
major surgery of the chest organs has not developed 
to the stage where it has become the possession of 
the many; it is still an experimental field for the 
pioneers. 

Several factors, however, have served to advance 
this experimental work. Notable among these was 
the differential pressure cabinets of Sauerbruch, 
soon superseded by the more convenient intratra- 
cheal anesthesia method of Meltzer, and this by the 
still simpler intrapharyngeal narcosis. The war 
gave a great impetus to intrathoracic surgery, not 
only in the treatment itself of gunshot wounds of 
the lungs and of empyema, but also through the study 
of‘the mechanics and physiology of the lungs and 
the mediastinum, upon which such treatment is be- 


ing more and more solidly established. Certai=ly 
we know far more than before the war concerning 
pneumothorax—beneficent and otherwise—hemo- 
thorax, pyothorax, “sucking wounds”, “pleural 
eclampsia”, penetrating wounds of the lung and the 
pericardium ; and, what is equally important, a larger 
number of competent surgeons is today familiar with 
the physiology and pathologic responses of the chest 
organs and the surgical problems that these involve. 

Bronchoscopy has developed as a surgical art, not 
merely in the removal of, foreign bodies and speci- 
mens, and in diagnosis by direct inspection, but also 
in local treatment; Yankauer has cured some cases, 
and controlled others, of lung suppuration by irriga- 
tions through the bronchoscope. Lilienthal recently 
demonstrated before the New York Surgical Society 
a case of carcinoma of the lower esophagus success- 
fully resected through a posterior, extrapleural ap- 
proach; he has extirpated a dermoid cyst from the 
mediastinum; and he and others have cured abscess 
of the lung by removing the disea ed lobe—a pro- 
cedure that, though it may be further developed in 
technic, may be said to have advanced beyc.id the 
experimental stage. Tuffier has evolved a method, 
or methods, of compressing the affected lobe in cases 
of pulmonary suppuration unfit for the graver op- 
eration of lobectomy. Operations upon the heart 
have been, with few exceptions, for the suture of 
stab- and bullet-wounds and for the removal of mis- 
siles, but the correction of a valvular stenosis or the 
removal of obstructing vegetations is quite possibly 
within the sphere of future developments. 

The intensive study of thoracic roentgenograms 
and of fluoroscopic appearances has been an impor- 
tant feature in the differential diagnosis of lesions 
at various stages before and after operation. The 
war has also stimulated this work and increased both 
the number and the proficiency of those interested 
in it. It is in this diagnostic side of surgical lung 
affections that another and important aid has come 
to us, viz., the outlining of the bronchial tree and 
of communicating cavities by bismuth injections 
through the bronchoscope. In cases of tracheo- 
esophageal fistulae it has been noted that the bron- 
chial tree has been outlined by bismuth swallowed 
to demonstrate, roentgenographically, the lesion in 
the gullet, and that the accidental entrance of the 
bismuth mixture into the lungs, wherefrom it was 
soon expelled by coughing, did no harm. Three 
years ago Chevalier Jackson reported a case in which 
he had demonstrated the main bronchi roentgeno- 
graphically after insufflating powdered bismuth 
through the bronchoscope. Two years ago Bullowa 
and Gottlieb injected the bronchi of living animals 
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with bismuth and barium mixtures and studied 
roentgenographically the movements of the smaller 
branches in respiration and in coughing. In Annals 
of Surgery, March, 1921, Lynah, bronchoscopist, 
and Stewart, roentgenologist, state that bismuth 
emulsion, injected through the bronchoscope, slowly 
and in moderate amount, is safely borne by the 
human subject, and they report five cases of lung 
abscess in which roentgen examination immediately 
after the injection gave much information. The 
bronchoscope cannot penetrate into the smaller rami- 
fications of the bronchi, nor through it can one “see 
around all the corners”. It does not fully discover 
the extent of the disease in the lung tissue; nor, for 
obvious reasons, will simple roentgenography always 
reveal the extent and character of lung cavitation. 
The injection of an opaque substance like bismuth 
bids fair to supplement bronchoscopic inspection 
and simple roentgenography, and to supply the more 
detailed picture that will demonstrate the lesion more 
exactly and determine, for example, a choice of pro- 
ceeding between intrabronchial treatment and opera- 
tive attack. It seems to us a noteworthy step for- 
ward in pulmonary diagnostics, in the development 
of intrathoracic surgery. 


THE CURABILITY OF BONE SARCOMAS. 

The giant-cell bone tumor is a relatively benign 
growth, often completely cured by removal, or by 
destruction in situ. Round- and spindle-cell bone 
sarcomata, however, whether central or periosteal 
growths, are at the opposite end of the scale of 
malignancy; and early metastasis (usually in the 
lungs) is the common experience even after the most 
radical operation—amputation. 

How often does surgical treatment, by resection, 
by amputation, effect a cure in cases of round- and 
spindle-cell sarcoma? When it does not prevent, 
how often, if at all, does it delay metastasis? What 
has been accomplished by radium, by -r-rays, by other 
forms of treatment, in saving or in prolonging life 
in these cases? It must be admitted that we have no 
statistics that furnish an answer to these questions. 
Two surgeons, Drs. Joseph Bloodgood and Ernest 
Codman, and a pathologist, Dr. James Ewing, have 
formed a committee to acquire such statistics, where- 
by to determine the relative malignancy of various 
types of bone sarcoma, in various regions of the 
body, and to establish what method, or combination 
of methods of treatment, affords the greatest prospect 
of cure. This study will be based upon the data of 
cases that are or were alive after January I, 1920; 
and the committee requests all hospitals and individ- 
ual physicians to send to Dr. Codman (227 Beacon 


Street, Boston) full details of every case after that 
date, whether now dead, apparently “cured, still un- 
der treatment or even if moribund.” The registra- 
tion will be continued for several years and will no 
doubt furnish a much-needed information. It de- 
serves the cooperation of the profession. Upon re- 
quest Dr. Codman will furnish the form for supply- 
ing the details desired. 


FRACTURE NUMBER 

The next number of the JouRNAL will be a special 
issue devoted to Fractures. It will contain the fol- 
lowing contributed articles: 

Treatment of Fractures of the Humerus, by 
Joseph A. Blake, New York. 

The Development and Application of Traction- 
Suspension Apparatus, by Harry H. M. Lyle, New 
York. 

Karly and Complete Immobilization as a Factor in 
the Preservation of Joint Function in the Treatment 
of Fractures, by H. Winnett Orr, Lincoln, Nebr. 

Pott’s Fracture, by W. L. Estes, South Bethle- 
hem, Pa. 

Treatment of Fractures about the Ankle, by 
Frederic J. Cotton, Boston. 

Intertrochanteric Fractures of the Femur, by Kel- 
logg Speed, Chicago. 

Fractures of the Tibia, by John J. Moorhead, New 
York. 

Fractures of the Fingers and Toes from Indus- 
trial Accidents, by Harry E. Mock, Chicago. 

Fractures of the Head and the Neck of the Radius, 
by James Morley Hitzrot, New York. 

Cerebral Symptoms and Operative Indications in 
Skull Fractures, by William Sharpe, New York. 

Latent Symptoms from Unrecognized Fractures 
of the Vertebrae, by Norman Sharpe, New York. 

Bedside Roentgenography, by I. Seth Hirsch, 
New York. 

These articles have been prepared in respense to 
requests made to the individual surgeons for con- 
tributions upon the respective assigned topics. They 
cover a considerable range of important fracture- 
groups; and their discussion, from the standpoint of 
modern methods of treatment, by distinguished 
surgeons especially familiar with their subjects, 
will make the May issue of the JourNAL a particular- 
ly valuable one. 


In operations upon the orbit, the frontal sinus, etc., 
an incision in the line of the eyebrow is not to be 
recommended cosmetically. The resulting scar is 
apt to be much more disfiguring than one just below 
the eyebrow. 
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Diagnosis and Treatment of Brain Injuries, with and 
without a Fracture of the Skull. By WitttAm SHARPE, 
M.D., Professor of Neurologic Surgery, New York 
Polyclinic Medical School and Hospital, Consulting 
Neurologic Surgeon, Manhattan Eye and Ear Hospital, 
Hospital for Ruptured and Crippled, Beth Israel Hos- 
pital, New York City, and Nassau Hospital, Mineola, 
Long Island, etc., etc. Octavo; 736 pages; 232 illus- 
trations. Philadelphia and London: J. B. Lippincott 
CoMPANY, 1920. 

This is a critical and very useful treatise on that phase of 
neuro-surgery that most interests the general surgeon, since 
it is concerned with those emergency conditions—cranial 
injuries—that usually come under his care. Sharpe is es- 
pecially competent to write on this subject, for he has had 
an unusually rich experience in this aspect of brain surgery. 
From 1913 to 1918 he treated 487 adults having acute brain 
injuries, with and without fracture, 155 of whom he operat- 
ed upon to relieve increased intracranial pressure. Of these, 
68 had fractures of the base of the skull. He has seen many 
hundreds of cases of cerebral injury from birth hemorrhage, 
and operated for increased pressure upon 364 of these (in 
only 25 of which was primary destruction of brain tissue 
found at operation or autopsy). 

The book is divided into three parts. Part I deals with 
Diagnosis and Treatment of Brain Injuries, and includes a 
clear presentation of the indications for, and contraindica- 
tions to, operation in cranial traumata, and a very complete 
description of the operation of subtemporal decompression. 
The latter is well illustrated, although the several pages of 
small “moving pictures” of the operation show little more 
than a couple of dozen artery forceps festooned about a dark 
hole in the towels. Sharpe emphasizes that in cranial in- 
juries the most important question is not is there a fracture 
of the skull?, but are there signs of a threatening increase 
of intracranial pressure? An extensive fracture may be un- 
complicated by any symptoms requiring surgical interven- 
tion, and a threatening intracranial hemorrhage requiring 
prompt operation, may follow an injury to the skull with- 
out any fracture. A depressed fracture should be raised, or 
the fragments removed, whether or not there are symptoms 
of increasing pressure, but in any case where these exist it is 
wholly wrong to delay operation several hours in order to 
secure a roentgenogram. Sharpe describes the signs and 
symptoms of increased pressure and makes it clear that the 
most important diagnostic instruments are the ophthalmo- 
scope and the spinal fluid manometer. He emphasizes the 
danger—and the futility—of operating in the stage of shock 
(the symptoms of which are set forth), and the danger also, 
after this has passed, of delaying operation until increasing 
pressure approaches medullary compression. One should not 
wait for “choked disk” as the ophthalmoscopic sign of in- 
creased intracranial pressure; the earlier, milder retinal 
signs—dilatation of the veins, blurring of the disk margins— 
are sufficient evidence of dangerous pressure, in conjunction 
with manometric determination of the spinal fluid. The 
pupillary signs are analyzed, and their significance balanced 
with the other signs and symptoms. Other neurological and 
general signs and symptoms are discussed seriatim, and 
their value set forth in determining the presence of an in- 
tracranial lesion, and in its localization. 

In the treatment of penetrating gunshot wounds of the 
brain Sharpe appears to be out of accord with the teachings 
of the war. While he admits that “the greater danger of 
infection of war wounds of the brain make [sic] these 
cases very serious ones indeed”, he says “By no means 
should the brain be probed or explored for bone and bullet 
fragments........ There is little danger from subcortical 
foreign bodies other than that of infection and the mere 
removal of the. foregin body does not lessen that danger, 
as it would have occurred at the time of the injury.” Citalics 
ours] The war taught us that contamination, but not infect- 
ion takes place “at the time of the injury”, and that the 
prompt removal of foreign bodies and the thorough me- 


chanical cleansing of the wound, whether of the brain or 
elsewhere, very often does prevent infection! We are quite 
sure that those who practiced in the war the developed 
technics of operation for gunshot wounds of the brain, and 
those who know how much these procedures reduced the 
ultimate mortality, will not agree with Sharpe’s statement, 
based on a smaller experience, that: “To excise brain tis- 
sues freely, [in Cushing’s technic the softened brain tissue 
was not excised but washed out] as if they were so much 
muscle or fat, when macerated or apparently infected, [the 
operation was done before infection took place] is undoubt- 
sdly necessary and advisable in selected patients, but to 
state that cranial injuries in the war service should be treat- 
ed in this manner, as though it were the usual method of 
treatment of brain injuries, and that this method should be 
used in civil life, cannot be condemned too strongly”. 

Parts II and III deal, casuistically, with Acute and 
Chronic Brain Injuries in Adults, and in Children and the 
Newborn, respectively. These many case records and 
their discussion are interesting reading, and impress the im- 
portance of careful observation—often of “watchful wait- 
ing”— and of balanced judgment. There is a good chapter 
on Post-Traumatic Neuroses. Concerning traumatic epi- 
lepsy Sharpe says that the elevation of depressed fractures 
of the vault should be undertaken at the time of the injury, 
as a preventive; the performance of this operation as a 
cure of established convulsions is often too late. In his 
opinion “a cranial operation is only indicated for those pa- 
tients in whom the mental and emotional deterioration is 
slight, the epileptiform attacks few and of infrequent num- 
ber and in whom there is disclosed a marked increase of 
the intracranial pressure which is not....due to the con- 
vulsions themselves”. The varieties of intracranial hemorr- 
hage in the newborn are described and illustrated by case 
reports. Sharpe operates in those cases in which there are 
signs of increased pressure, and in these he believes that 
decompression is very important. 

It is a great pity that so excellent a book should be marred 
by the clumsy construction of the text. The long, involv- 
ed, and often ungrammatical sentences are hard to follow. 
Many sentences occupy fifteen lines of type! We quote a 
shorter one to illustrate, and as a suggestion to the author 
that a second edition will deserve thorough editing: “It is 
this careful selection of patients, not only in regard to the 
advisability of an operation or not, and, if indicated, then 
the type of cranial operation used, but of the greatest im- 
portance—the ideal time for performing the operation— 
these factors have made it possible to lower the mortality of 
brain injuries from the average of 50 per cent. of most 
hospitals to 28.4 per cent. at the Polyclinic Hospital, and if 
we exclude the non-operated moribund patients dying within 
three hours after admission to the hospital from shock, in- 
ternal injuries and in many cases the brain injury being 
but an incident in the patient’s general condition, the mor- 
tality is lowered to only 17.9 per cent.” 

We commend this book to the interested surgeon, and we 
believe that it deserves a place in the staff libraries of gen- 
eral and emergency hospitals. 


The Endocrines. By Samuet M.D., 
F.A.C.S., Professor of Gynecology in the New York 
Post-Graduate Medical School and Hospital. Octavo; 
486 pages. Philadelphia and London; W. B. SauNpERS 
CoMPANY, 1920. 

While written by a gynecologist, this volume attempts to 
cover the entire subject of endocrinology. The urge of 
some unknown endocrine inbalance is patent from cover to 
cover as it represents an obsessive idea as to the part en- 
docrines play in the somatic, mental, and psychic well-being 
of all animals, including man. 

Every single overpowering idea, hypertrophied through 
the interaction of conjecture and unsupported theories, is 
stimulating and interesting, but dangerous for those lacking 
the power of discrimination and judgment, established upon 
known facts. 

Curiously, Bandler in his preface refers to the “aberra- 
tions of the theories of Freud” but fails to recognize the 
aberrations of his own logic and uncorroborated assump- 
tions. 


a 
y 
in 
t 
e- if 
S- 
S, 
in 
es 
h, 
to 
n- 
ey 
re- 
of 
ed 
ts, 
ar- 
be 
is 
ow 


96 AMERICAN 
JouRNAL OF SURGERY. 


Book REvIEws. 


In the introductory chapter he asserts that the differences 
between animals of various species and within the same 
species are due to the ductless glands. They are the re- 
sponsible factors in racial characteristics and the resem- 
blances in body, mind and psyche. This accepted, it is not 
strange that in his disquisition on heredity and environment, 
he should say little concerning either of them, but roam over 
the field of bringing up the young, touching with assurance 
subjects that are still open to question to more experienced 
psychologists and educators. 

Psychiatrists and psychologists are not prepared to accept 
the gynecologist’s dictum, though based on Dercum, that 
dementia precox is inherited, with its dependence upon an 
instability of internal secretory functions. There is a 
strange admixture of dogmatic conclusions and dubitable 
hypotheses and assumptive “ifs” that fail to carry con- 
viction despite their redundant expression. : 

His theoretical considerations of sterility are suggestive, 
but by no means informing; nor are there adequate data to 
validate his belief that the posterior pituitary is the basic 
cause of uterine fibroids. 

Admitting that 90% of his medication consists of en- 
docrine extracts it is not unexpected to have endocrine ac- 
tivity (plus, minus or dys—to use his terms) made the basis 
of instincts, emotions, resemblances, somatic changes, men- 
tal variations and psychic manifestations. It is all too sim- 
ple and too complex to be true on the basis of supporting 
evidence. It requires a sublime faith to prophecy (page 
312) that there will be a decrease of defectives, feeble- 
minded, insane, tumors, cancers, diabetes, renal diseases, 
etc., because “due to endocrine aberration they will be cor- 
rected in their earliest stages by endocrines”. 

Possibly enthusiasts are willing to believe that a pyloric 
spasm in an infant is related by heredity to the hyperpitui- 
tarism of its mother. Surgeons may not be prepared, how- 
ever, to accept post-pituitary activity as blameable for gall 
stones, renal calculi, and cervical polyps. That the evidence 
offered is to be taken with more than a grain of salt is well 
illustrated from one of the rambling clinic lectures (page 
358) in which he states: “Mr. Roosevelt had a wonderful 
thyroid and adrenals and a very wonderful anterior pitui- 
tary. He had the paternal instinct in the maternal way and 
that shows that he had a good post-pituitary. You can tell 
that from his letters to his children.” 

It is needless to expatiate. Bandler has written more at 
length than with breadth. The practical problem of dosage 
is inadequately discussed. The chapter devoted to “The 
History and the Symptoms” is a verbal mixture, lacking 
clarity, certainty, and logical arrangement. The eighty 
pages of case reports lack plan and uniformity in nomen- 
clature; many are incomplete, others give inadequate data 
for judgment, and another group contains such a combina- 
tion of medication as to make a decision on therapeutic value 
thoroughly unreliable and unscientific His interpretations 
are read into symptoms in a decidedly hazardous manner 
and his post hoc conclusions are in constant evidence. 

Admitting that his theories represent an attempt to solve 
vexing problems and granting that endocrinology promises 
much for the future, the present volume does not allay 
skepticism nor adequately differentiate truth from fiction, 
fact from theory, nor endocrines from any other part of 
life save bacteria. Man is more than an endocrine system, 
and it will require more than anterior pituitary and cooperat- 
ing endocrines to stop war. 


The Oxford Medicine. By Various Authors. Edited by 
» Henry A. Cureistran, A.M., M.D., Hersey Professor 
of the Theory and Practice of Physic, Harvard Uni- 
versity ; Physician-in-Chief to the Peter Bent Brigham 
Hospital, Boston, Mass., and Sir JAMES MACKENZIE, 
M.D., F.R.C.P., L.L.D., F.R.S., Consulting Physician 
to the London Hospital and Director of the Clinical 
Institute, St. Andrews, Scotland. In Six Volumes. 
Volume II: Diseases of Bronchi, Lungs, Mediastinum 
Heart, Arterics and Blood. Imperial octavo; 817 pages: 
illustrated. London and New York: Oxrorp UNIvER- 
sit’ Press 1°29 
The second volume of the “Oxford Medicine” gets down 
to special topics. The dominant impression afforded in 


glancing through the articles in this volume is the didactic 
manner in which the majority of authors present their topics. 
This manner is so prevalent as to appear purposeful, and 
the presumption is that this system was primarily devised 
to appeal to the general practitioner. The text, with some 
exceptions, certainly appears elementary and superficial. No 
one can deny that with this object in mind, the volume car- 
ries out its purpose admirably. To the medical scholar, how- 
ever, who especially desires monographs, in which there is 
an exposition balance between a critical and comprehensive 
study of the literature and the personal views of the author, 
these articles, again with a few exceptions, will hardly prove 
adequate. It seems to us that an appeal to both kinds of 
readers could have been attempted without sacrificing the 
interests of either. In fact, some of the articles prove that 
such is possible. 

This volume reveals some of the defects of “systems” of 
medicine written by numerous authors. Fortunately, over- 
lapping of the text, while common, is not oppressive. But 
there is a curious distribution of space afforded to the var- 
ious writers. Leukemia, a comparatively rare disease, is 
given 84 pages, while diseases of the arteries, including 
aneurism of the aorta, occupy only 16 pages. “Respiratory 
Excursions of the Thorax”, an important but by no means 
a vital topic, is given 20 pages, while “Congenital Malforma- 
tion of the Heart and Large Vessels” and “Irregular Action 
of the Heart”, subjects of far greater consequence are given 
only 16 and 24 pages, respectively. Furthermore, we fail 
to see why such a subject as “massive collapse of the lung” 
certainly an unusual phenomenon, should be afforded a 
separate chapter and 12 pages of text, while “abscess and 
gangrene of the lung” are given a scant 6 pages. 

The individual articles vary greatly in merit. “Diseases 
of the Bronchi”’, by Hoover, is excellent. His article on 
“Respiratory Excursion of the Thorax” is a restatement of 
his familiar views. “Diseases of the Lungs”, by Hamman, 
is probably as well presented as the limitations of space 
(76 pages) would permit. “Diseases of the Pleura”, by 
Capps, is an able presentation. ‘Diseases of the Medias- 
tinum”, by McLester, is only satisfactory. ‘Bronchial 
Asthma” and “Hay Fever”, by Walker, are among the best 
articles in this volume. “Diseases of the Pericardium”, by 
Clifford Allbutt, is a gem. It is scholarly, comprehensive 
and full of valuable personal observations. His quaint 
literary style is a relief from the drab matter-of-fact man- 
ner of writing of most medical authors. “The Circulation 
in Iniections and Toxic Processes, including Endocarditis”, 
by Ivy Mackenzie, is downright poor. It is verbose, dis- 
cursive and archaic. The description of subacute bacterial 
endocarditis, an important disease, shows an entire lack of 
acquaintarce with the most recent studies. “Irregular Action 
of the Heart”, by Thomson, and “Chronic Diseases of the 
Heart”, by Sir James Mackenzie, are excellent. Thomson 
did as much as was possible within the 16 pages devoted to 
“Congenital Malformation of the Heart” but the text leaves 
one with a sense of its woeful inadequacy. The article on 
“Disease of the Arteries and Aneurysm of the Aorta”, by 
Girdwood and Mackenzie, is poor. Arterial blood pressure, 
for instance, is dismissed in a page anda half. The text 
is superficial to a degree. The succeeding chapters on “The 
Pathological Physiology of Blood-cell Formation and Blood 
Cell Destruction”, by Drinker; “Clinical Discussion of the 
Anemias” by Minot; “Leukemia”, by Ordway and Gorham; 
“Polycythemia”, by Fitz; and “Hemophilia”, by MacLean, 
are without question the most valuable ones in this volume. 
We suggest that they serve as models for subsequent con- 
tributions. “Purpura and Allied Conditions,” by Christian, 
is good but padded. 
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